Concomitant with the intensification of private provision of public services, government purchasers are managing third party service providers' performance through accountability demands. As the excesses of New Public Management (NPM) are superseded by a post-NPM ethos, these purchasers are encouraged to soften those demands and 'partner' with providers. However, we argue that post-NPM reforms ignore the role of organisational identity in structuring accountability processes. Organisational identity can be described through image-laden metaphors. This paper explores how negative and positive organisational metaphors affected government purchasers' demands for accountability from primary health care providers. Notwithstanding standard contractual arrangements, it found that purchasers' demands for accountability vary according to the providers' organisational images. Further, these government purchasers used sense-breaking and negative images to force change in providers' identity.
Introduction
The rise of managerialism and the purchaser-provider contractual paradigm in government-funded service provision has been thoroughly documented, and its shortcomings aired (for example Broadbent, et al., 1996; Jones & Mellett, 2007; Pallot, 2003) . Governments are increasingly dependent on contracts with third-party providers and Jones and Mellett (2007) note that this dependence increases risk awareness. The risk of misalignment between providers' goals and those of the government funder is heightened by relational differences, especially those caused by cultural diversity (Bracci, 2009) . To assuage this risk, government purchasers intensify their accountability demands and seek to control providers to ensure that providers' outputs meet expectations (Broadbent, Dietrich, & Laughlin, 1996) . These expectations, that competitive contracting will result in cost-savings and quality improvement, have ensured the longevity of managerialism and the contractual paradigm.
In health care, while studies have shown that more cost-effective delivery can occur as a result of competitive contracting (Smith, Preker, Light, & Richard, 2005) , there is little support for the proposition that the standard of care improves due to competition. For example, Smith et al.'s (2005) study of mental health care in the USA found that competitive contracting resulted in providers engaging in a 'race to the bottom', thus reducing the quality of health care provided. Further, Anderson and Blegvad's (2006) study of Danish dental care found that competition alone did not result in substantial increases in health sector efficiency or effectiveness, and that monitoring of providers was necessary. These shortcomings of managerialist reforms have led to the reinvention of public governance and emphasis on democratic notions (Pallot, 2003) .
The reinvention of governance is especially relevant in health care where the lack of providers reduces the availability of competition; and governments, despite being increasingly responsible for their citizens' health care, fail to meet citizen's expectations (WHO, 2000) . This reform to emphasise democracy in government-funded services has also been described as a 'post-NPM environment' (Bhatta, 2003) . In this environment, the inference is made that purchaser-provider relationships should be in the form of networks and partnerships. This softening of NPM's face i means contractual demands for accountability should also soften to recognise these inter-dependent relationships. While 'Post-NPM' accountability may signal relief, in managerialist accountability demands, this paper suggests that any relief is dependent on the 'appropriateness' of the provider's image.
This paper extends to organisations, the theorisation that an individual's identity forms and re-forms due to accountability demands (for example, Goffman, 1959; Roberts, 1991) . While identity can be theorised in different ways (as explained in section 2), we use the organisational concept of image and metaphor. More specifically, the objective of this paper is to evaluate how government purchasers' accountability demands on providers following post-NPM healthcare reforms reflect and re-form organisational image. Image is analysed through the positive and negative metaphors that describe these provider organisations.
The justification for this paper is also derived from studies of "trust, threats and social embeddedness" where the cooperation between entities depends on the good or bad reputation derived from previous relations and networks within the relevant sector (Blumberg, 2001) . The links between organisational accountability and image are developed through the lens of case study based research in primary health care organisations in New Zealand. In that country, relatively new organisations deliver primary health care to citizens under a standard contract with their regionally-based State funder. In analysing how image and accountability interplay, the research found that, notwithstanding standard contractual arrangements, purchasers' demands for accountability vary according to the providers' organisational images. Further, these government purchasers used sense-breaking and negative images to change providers' identities, albeit slowly.
Organisational identity and image

Accountability
As expounded by Roberts (1991 Roberts ( , 2009 ) the mirror of accountability reflects an image of an individual's performance. Further, as an account is provided, Goffman (1959) notes that individual identity is defined. Therefore, the process of accountability is described by Roberts (1991, p.358) as follows: "To be held accountable hence sharpens and clarifies our sense of self, and provides focus within the stream of experiencing". This selfabsorbing evaluation is extended to organisations by Schweiker (1993) and forms the basis of this paper's analysis.
It is acknowledged that projected images can only ever be partial, limited by language and, suggests Roberts (1991) , misrecognition or a misunderstanding that the reflected image actually portrays the whole. This also applies to the reflection of performance. When contracts define acceptable performance, these contractual expectations establish fields of visibility to direct the providers' behaviour and the way they report that behaviour. For example: accounting reports, such as ex ante budgets and ex post reports, internal controls over processes, render certain activities visible. Schweiker (1993) suggests that reporting on relationships is also part of an organisation's accountability discharge.
The effective discharge of accountability entails the giving of an account and a reaction to that account by those demanding the account (Stewart, 1984) . These reactions will include praise and sanction, depending on the report. In order to receive praise, a provider may conceal inaction or inappropriate behaviour by exploiting the partiality of fields of visibility. For example, a provider may be able to perform outside the terms and conditions attaching to the responsibility accepted (as specified in the contract) without sanction (Strathern, 2000) .
NPM contracting builds on the assumption that organisational accountability reporting can be neutral and yet it can be seen that self-absorbed organisations could drive themselves to garner acceptance or reward by meeting specific performance in the relevant fields of visibility. Kärreman and Alvesson (2004) describe the acts of managing ones identification as a process of sensemaking as well as sensebreaking. The actions of sensemaking and sensebreaking were very useful for the analysis of the data from this study.
Identity and image
Roberts ' (1991, 1996) focuses on individuals' identities when accountability is demanded, but anthropomorphic concepts of identity and accountability can also be applied to organisations. For example, Hatch and Schulz (2002) use an anthropomorphic term to describe identity: that of an organisational face. They suggest that, while an individual possesses a self-image (derived from personal characteristics and experiences), an organisation's internal face is constructed from its culture ('core' values and beliefs held by its members, including its staff) (Empson, 2004; Gioia, Schultz, & Corley, 2000; Hatch & Schultz, 2002) . The internal cultural rituals, symbols and stories serve to encode and reconstruct organisational identity through a sensemaking process (Weick, 1995) . This identity is projected as an external image that makes statements about the organisation, including its accountability. This reflective process is shown on the lefthand side of Figure 1 , where an organisation's culture expresses its identity and in turn embeds that identity. Prior researchers have examined how the internal face of an organisation shapes staff performance and thus accountability of those staff members (for example, Alvesson & Wilmott, 2002; Munro, 2001; Roberts, McNulty, & Stiles, 2005) . However, there is little accounting literature that explores an organisation's external face and its accountability; the effect of that face on others, and how those external stakeholders seek to re-form the organisation's identity.
The term 'organisational image' has been used in various ways. For example, in a study of organisational adaptation, Dutton and Dukerich (1991, p.520) state: "organisational members use an organisation's image, which is the way they believe others see the organisation, to gauge how outsiders are judging them". However, Gioia and Thomas (1996) extend the term 'image' beyond organisational actions to include the impressions on others of organisational logos and slogans (brands) which are developed internally. These logos and slogans can become fields of visibility against which an organisation can be held accountable. As such, they augment the selected images portrayed to external stakeholders from internally-developed means of communication such as community meetings, annual reports, and media releases. This reflective process is shown on the right-hand side of Figure 1 . The expressions of organisational identity leave sensemaking impressions on external stakeholders. In total, Figure 1 also portrays the manner in which an organisation's identity can be understood from either its internal or external face. The inference in this paper is that the external stakeholders will hold the organisation accountable for that image. 
Image and metaphor
Organisational image is most frequently discussed in the marketing discipline; however recent organisation research has considered the effects of image in health care organisations. For example, Haddow et al. (2007) found that understanding and acknowledging the identity of relational parties was instrumental in the success of a new service. Tensions arose when an NHS 24-hour facility failed to recognise the unique identity of an existing GP cooperative, giving rise to tense relationships between the NHS purchaser and their GP providers. Alternatively, Thompson (2001) and Finan (2002) focused on the design of health organisation's brand images. Crowther (1995) and, more recently, Hudson (2009) noted that different organisations within the NHS market their own brand image in bids for service survival. The NHS itself mobilises image to cement its identity as a 'modern ' and 'dependable' provider (McDonald, Waring, & Harrison, 2006) .
Terms such as 'modern' and 'dependable' are metaphors ii designed to persuade citizens to perceive the NHS as a trustworthy health service provider. Young (2001) suggests that such persuasive metaphors pervade our thought systems, and Walters and Young (2008) contend that metaphors which frame viewpoints perform significant roles within political as well as business discourses. Metaphors represent one thing by referring it to another so that we can experience that thing in terms of the other (Walters & Young, 2008) .
iii Metaphors can also reveal the motivation and underlying values of those who use them, as such they are value-laden, representing choices among competing values (Young, 2001) . Similarly to the images they convey, metaphors create fields of visibility.
As seen in Figure 1 , Hatch and Schulz (2002) suggest that organisational images held by external stakeholders interact dynamically with the organisation's identity and culture, mirroring and reflecting 'who' the organisation is. By feeding back, and reacting to, that image, external stakeholders can also change organisational behaviour (Dutton & Dukerich, 1991; Dutton, Dukerich, & Harquail, 1994) . This may be illustrated by Dutton and Dukerich's (1991) case study of the Port Authority of New York and New Jersey, an organisation that adapted to address its negative image. In the case, the Port Authority's response to homeless people loitering in its bus terminal was initially denial (providing an image of a poor corporate citizen). However, to respond to this poor image, the Port Authority took a lead role in advocating for the homeless, establishing a drop-in centre, and together with other agencies, assisted the homeless in other ways. Dutton and Dukerich (1991) concluded that these actions were 'identity-consistent' as they underpinned the Port Authority's preferred image as a professional and effective organisation. 'Professional' and 'effective' are metaphors by which the Port Authority sought to portray its identity as a transport facilitator.
It is contended that organisational identity is moulded, at least in part, by an organisation's interaction with its myriad stakeholders. Blumberg (2001, p.829) reminds us that "(1) firms are not anonymous actors and (2) they do not operate in isolation from other actors without a history and expectations about the future. Firms are recognisable and have good or bad reputations". Blumberg's (2001) invocation of 'reputation' aligns to the notion of image and identity. Specific stakeholders may be more cognisant of an organisation's identity than others. In the NPM environment, where the purchaser contracting for goods and services is a significant funder, it becomes a dominant external stakeholder of the provider. As a consequence it seems likely that, through the demands for performance and the fields of visibility selected for accountability, a government purchaser may effect changes in the identity of their contracting providers.
The objective of the research is to evaluate how a government purchaser's accountability demands on providers following post-NPM healthcare reforms reflect and re-form organisational image. While the Hatch and Schulz (2002) schema explains the interplay of organisational identity and image in generating fields of visibility within an organisation, the research reported here extends their theorisation to embrace purchasers' responses to their providers' organisational identities. The research objective was achieved through analysis of four case studies as described below.
The case study research
Context of the research
In New Zealand, prior to NPM arrangements in the primary health care arena, the Government subsidised primary health care by part-funding citizens' visits to General Practitioners (GPs). Under a 'fee-for-service' system, GPs were paid a fixed subsidy for each patient visit, with the patient paying the balance of the relevant GP's fee. This funding structure remained largely unchanged from 1941 until the widespread adoption of capitation-based funding (explained further below) in 2002 as a result of the Primary Health Care Strategy (Minister of Health, 2001) . Despite this relative stability in funding arrangements in the primary health care arena, rapid change had affected the wider health sector as the State introduced market-based practices, including contracting, to improve the performance of the health care sector (McAvoy & Coster, 2005) .
Following a series of reforms in the hospital sector from 1983, a competitive market in publicly-funded hospital services was introduced in 1990. Four Regional Health Authorities were established as purchasers of hospital care services and, in addition to their secondary health care role, they purchased primary health care services from local providers (including GPs) through a central funder, Health Benefits Ltd. Concurrently, the subsidy paid to GPs for patients' visit was reduced, with a corresponding increase in the patient's contribution (Jacobs, 1998) . As a response to the changes in purchasing and funding primary health care services, many GPs formed and/or joined organisational groupings and, by 1999, 67 percent of GPs were members of Independent Practitioner Associations (IPAs). Some of these IPAs were intermediaries between Health Benefits Ltd and the GPs, managing in particular the processing of GP funding claims. A number of IPAs also became politically active, representing GPs' views to their Regional Health Authorities.
In 1996 when a National (conservative)-led coalition government was formed, the four Regional Health Authorities were amalgamated into a single Health Funding Authority and the former emphasis on competition in health care delivery was removed. A further change of Government in 1999 (to a Labour-led coalition) reversed the policy of health care centralisation and, in 2000, 21 District Health Boards (DHBs), with local representation, were established to undertake local purchasing of health services (Ashton, 2005; McAvoy & Coster, 2005) . This most recent re-organisation which was enunciated in the Primary Health Care Strategy (Minister of Health, 2001 ) and became effective in May 2002, provided a foundation for new structures and funding programmes for primary health care to be established.
A key outcome of this Strategy has been increased public funding for primary health care, channelled through new organisations called Primary Health Organisations (PHOs). These are built on the IPA concept in that PHOs act as intermediaries between the DHB primary health care services purchasers on the one hand, and GPs and other primary health care providers on the other. However, their remit is broader than that of the forerunner IPAs as the Strategy requires PHOs, inter alia, to design and fund the delivery of primary health programmes which will improve their communities' health (Minister of Health, 2001) . PHOs are also required to involve local communities in their governance structure and decision-making. This draws on the post-NPM ethos focused on democracy in government-funded service (Pallot, 2003) and thus, on community needs.
Today (in 2010), 80 locally-based PHOs contract with their local DHB to provide primary health care services and they each also contract with appropriate health care providers (GPs, Nurses, and other Health Clinic professionals). Further, DHB contract payments are no longer tied to patient-GP visits on the former 'fee-for-service' basis; instead they are based on a population-based formula called 'capitation' (Minister of Health, 2001) . Under this system, DHBs, funded from the 'consolidated fund' (derived from taxes levied on all taxpayers), pay a fixed amount on an annualised basis, based on the number of patients enrolled with the GPs who contract with the relevant PHO, for the PHO to supply primary health care services to its enrolled population. In general, this does not match the relevant health professional's fee per visit, therefore, patients are required to make co-payments when they visit their primary health care provider. The patient perceives only a small change as a result of this funding arrangement as they may continue to visit their same health professional for primary care (albeit at a reduced rate). However, the move from fee-for-service system to capitation makes visible to the purchaser the number of patients enrolled by a PHO's contracted GPs, rather than the number of visits patients make to health services providers, as was previously the case. Further, a performance management programme has been progressively introduced rewarding PHOs for their achievement against key public health goals such as vaccinations, mammograms and cervical cancer checks.
Many of the IPAs developed in the 1990s have sponsored, and many have shareholdings in, PHOs. However, the relationship between IPAs and PHOs are varied. For example, some PHOs are owned by IPAs with the IPA being the sole shareholder, others are owned jointly by an IPA and one or more community trusts, and other PHOs are managed by community-owned trusts without any (former) IPA involvement.
As a consequence of the reforms outlined above, PHOs are expected to encourage powersharing opportunities with their health professionals and their communities (Minister of Health, 2001 ). This multi-professional, community-inclusive approach is similar to that adopted in the UK for the delivery of primary health care (Hill, Fraser, & Cotton, 2001) except that, in New Zealand, the government requires all PHOs to be private, not-forprofit organisations rather than public sector organisations as they are in the UK. All
PHOs contract with their DHBs under a standard contract (Ministry of Health, n.d.), which includes the requirement for PHOs to be 'fully and openly accountable'.
Methodology
As a means of exploring the interplay between organisational image and accountability, four PHOs were approached to constitute case studies. The case study PHOs were selected so as to be geographically spread, cater to populations from different socioeconomic conditions, and to represent PHOs with different ownership characteristics (i.e. IPA and community ownership). The four PHOs are shown in Figure 2 based on their ownership structure. Each case study included analysing of relevant documents of the PHO (for example, its annual reports and performance reports), observation of its community meetings and Annual General Meetings (AGMs) and, between the four PHOs, a total of 37 semistructured interviews with PHO staff, PHO Board members, DHB staff, and other stakeholders external to the PHO (including media, community representatives, representatives of the relevant Local Authority and interviews from non-governmental health providers). PHOs are an umbrella-type organisation between General Practices and other health providers on the one hand and DHB funders on the other. As their introduction has brought little perceptible change to the patient-health provider relationship, they remain relatively unknown in the wider population. As a consequence, in each case study PHO, the interviewees selected were informed external stakeholders mainly from health related areas.
The research methodology chosen was an interpretive ethnography to portray events from the view of the actors as much as possible (Erickson, 1984; Patton, 2002) . In the case studies, data collection, assessment and analysis formed an iterative process, with ongoing reflection and development (Ahrens & Chapman, 2006) . Data reduction involved an open coding of raw data such as recordings of interviews, field notes on site visits and diary notes, recording initial summary themes emphasising contextual information, then reflecting on the data and searching for patterns of meaning (O'Dwyer, 2004) . Following this, core codes were developed that included those emanating from the literature and the data. As an iterative project, this research involved previously unrelated codes being merged or related to similar concepts where they overlapped. Also, other codes were extended to deal with the same concepts that may have initially been expressed in different terms. Data interpretation was the third phase of data analysis to extrapolate possible findings to other situations (O'Dwyer, 2004) . Through continued data immersion and reviewing the data reductions and data displays, a 'thick' description of the findings is formulated. Events and narratives from the field link to theoretical conversations (Ahrens & Dent, 1998 ) so that finally, by applying the chosen theoretical lens to interpret the data, a narrative is constructed (O'Dwyer, 2004) . As an ethnographic study, the findings are contextually bound.
Case Study Findings
Expressing an identity as an image
Among other things, the interviewees were asked how important it was for their PHO to possess and project an identity. Although a majority of interviewees from PHO 4 believed it was important for the PHO to have an external image, the image projected was not strong. This relatively new PHO was more interested in establishing itself as a credible provider; indeed, a senior member of the PHO was reluctant to acknowledge that it was necessary for PHO 4 to project any sort of identity. He signified that the PHO had to 'mature' before it could collaborate with other primary health care providers and it was more important for the PHO to continue to be internally-focused. As expressed by this interviewee:
We don't want to be involved with anyone else just yet … otherwise it would have just muddied the whole process and structure that we had set up … (PHO representative)
The focus on internal features of the PHO was confirmed by an interviewee from this PHO's community who noted in respect of the PHO:
I find that organisations get isolated and only look internally and there may well be other parts that they don't know anything about that affects them … (Community Representative)
A media reporter from the region expressed surprise that PHO 4 was not proactive in advising the public items of note through the media. He observed in relation to PHO 4:
The As noted earlier, during the research period (2006) (2007) (2008) , the ownership of PHO 4 was partially devolved from the IPA to the community, and staff changes and a change in office location were indications to the community that the PHO sought an identity independent of its IPA founder. While during this period, the PHO was working on its internal face and lacked the energy to project an external face, its external stakeholders sought an image and (as will be shown later) composed their own from the clues available.
In contrast to PHO 4, although the majority of interviewees from PHO 2 did not believe it is important for the PHO to project an external identity as an image, PHO 2 relied very strongly on its brand, built up over many years as an IPA-based organisation. A senior member of the PHO's Board explained:
" PHO 2 incorporated the IPA name in the PHO identity so that patients and the public did not experience brand confusion. Accordingly, in terms of the Hatch and Schulz (2002) schema, it had a strong external face. However, their funder, the DHB, was unhappy about the notion of an IPA brand as this resulted in the PHO focusing on its GPs as providers, rather than the PHO per se which was being funded to provide health care. The DHB interviewee noted:
We A community representative also noted the difficulty with the PHO's adoption of a brand and use of a logo to promote the PHO. This interviewee considered that a brand is a dissonant concept for a PHO and commented:
It's not about who does the work, it's about the work being done and that it is of the best possible quality and that is the one thing that really rubs me up the wrong way. You should have enough faith in the knowledge that this is contributing, that you don't really need to have the logo on it to recognise that. (Community Representative)
These comments point to a recognition that a logo, or projected external face, is merely a partial reflection of the provider's performance, rather than the actual performance. The interviewee was unhappy that the logo was chosen by PHO 2 as its field of visibility.
Unlike the two PHOs with IPA ownership (PHO 2 and PHO 4), interviewees from both PHO 1 and PHO 3 were keen to convey that their PHO has a distinct community identity that could be marketed at a broader political level.
A senior member of the Board of PHO 1 noted:
I do believe that people need to understand that we exist so that they understand who is driving the Primary Health Strategy. If the community doesn't understand which one [PHO] they belong to, they may not believe that either the money is being well spent or that it's creeping down to where they might want it to be. (PHO Representative)
Another senior member of PHO 1 agreed, stating:
We are trying to position ourselves as one, being about programmes, but the other is about being a reliable, credible source of information. (PHO Representative)
PHO 1 attempted to project itself as a reliable, "credible" provider, while an interviewee from PHO 3 signalled that this PHO sought to be recognised for its excellence in health programmes and innovative practices. As a senior member of the Board said:
It's really more about waving the flag. From a political point of view, we definitely do need to wave the flag quite a lot. We want to share our belief that [the PHO is] the right way to go … what we've done, how we've achieved it and how this can work for others; to be recognised for doing what we do. (PHO Representative)
Another senior member of PHO 3 noted that the PHO was keen to make linkages with other organisations outside the PHO in order to achieve those innovations and observed:
Knowing them personally means that we can negotiate with them rather than taking a top down approach. We really support the grass roots up and that's what we advocate for and that's what we promote. (PHO Representative)
PHO 3 and PHO 1 promoted their responsiveness to their communities -an expectation of the Primary Health Care Strategy (Minister of Health, 2001 ) and an alignment with their predominant community ownership. PHO 2 and PHO 4 with minimal or no community ownership, were more internally focused (on GP providers). The difference in orientation between PHO 2 and PHO 4 on the one hand and PHO 1 and PHO 3 on the other, was not only evident from the interviews, it was also shown in PHO 1 and PHO 3 making greater use of community meetings, open AGMs and elections to Board positions to involve the community, than PHO 2 and PHO 4.
Image conveyed by metaphors
Following the Hatch and Schulz (2002) schema and the analysis of the use of metaphor in section 2, we present metaphors or labels ascribed to PHOs that can serve to clarify a PHO's external image. A DHB interviewee involved in funding a number of PHOs, including PHO 3, referred to PHOs in which IPAs have a majority ownership as:
When you look at … PHOs that have been driven solely out of IPAs, we talk about them as an IPA in drag (laughs). (DHB interviewee)
Given the historical growth of IPAs as companies with GP shareholders, this interviewee's metaphor of "an IPA in drag" iv conveys distaste for PHOs structured as GP-run organisations. Such an image is also incongruent with the Strategy's 'ideal' of a PHO being responsive to its community.
A senior Board member of PHO 2 expressed surprise about this metaphor being applied to IPA-owned PHOs, such as PHO 2, implying that they control (as well as own) the PHO. This metaphor inferred that the IPA may be prioritising its own company shareholders (i.e. GPs) over the community. He stated:
I think that when you look at the ideology that the IPA-run PHOs aren't good … you know the word shareholder almost never comes into our discussion. We see us [the PHO and the IPA] as kind of like this (fingers intertwined), not as us and them. The PHO doesn't say, "We've got to do this because the shareholder wants it." We think, "What do the providers want, what do the people want and need?" That's more the flavour of our discussion than what the shareholder wants. (PHO Representative)
The interviewee points to organisational misrecognition -an acknowledgement that external stakeholders have an ideology that IPA-run PHOs 'aren't good' but that, to his mind at least, the image was distorted. Yet, the interviewee did not reflect on the PHO's sensegiving that caused the misrecognition.
Notwithstanding this interviewee's protestations to the contrary, a community interviewee from PHO 2 asserted that the wants and needs of the PHO's community were not foremost in the minds of the IPA-owned PHO. This interviewee observed:
It's challenging because [PHO2] is the shark! They have all the money and all the practices. (Community Representative)
Another reason for this skepticism is that the Boards of the IPA-owned PHOs are often heavily populated with GPs, rather than having a mix of health care providers and community as envisaged by the Primary Health Care Strategy. Howell (2007, p.2) , termed these Boards as having "foxes in the henhouse" as she believed that GPs on PHO Boards were inherently conflicted. Yet, a GP interviewee on the Board of PHO 4 disagreed, saying:
I read something recently which was a criticism about Doctors being involved in PHOs: that it's like having foxes in the henhouse. I thought about that analogy long and hard because most of what I do every day involves trust and I have the opportunity, if I was like that, to misuse that trust to maximise my own income from it and I find myself frequently not doing that … That's because of an inner spirit of trying to act for the good, professionalism or whatever it is. In the relationship we have with the DHB, there's no trust. (Provider Representative)
This is another example of someone internal to the organisation being confused about why there was misrecognition of their organisation's external image.
These images of PHOs as "the shark", and GPs and their IPA body as "foxes in the henhouse" (Howell, 2007) , are metaphors that suggest these PHOs have predatory characteristics. GPs were further described as not being able to "play nicely" by a senior member of a PHO who stated:
We have an ongoing tension … because General Practice needs to be challenged to play nicely with others v and recognise that General Practice is key to a Primary Health Organisation but that, if we are going to do anything about the population's health, it's got to be a bit more than that. (PHO interviewee)
The use of a picture entitled "teaching elephants to dance" at the AGM, along with this statement, suggests at least mild derision for GPs that need to be taught or coerced in their 'playing' habits. All of these metaphors are potentially disabling PHO images.
In contrast to the metaphors ascribed to PHOs with a majority IPA ownership, the following statements from interviewees from PHO 1 and PHO 3 which have a majority of community ownership convey community-focused images. For example, a DHB interviewee from PHO 1 noted:
The role of a PHO is that it is a community-driven organisation that oversees the primary care services of that community … To me, the important thing is whether they are a community-driven organisation. (DHB Representative)
Another interviewee from this PHO noted that the PHO encouraged community engagement and also coordinates the efforts of other organisations. She explained:
I see PHOs as being the key way of engaging the community in being part of looking after their health … I do believe that we are not going to get on top of our health issues until we engage in looking at the broader determinants of health and that to do that, the community needs to be engaged so that they need to have access to information, they need to improve things. So I see the PHO as the vehicle for that community engagement and I see that our function from a service perspective is to link things up. We're fundamentally the coherent coordinator. We're to make the connections, act as the bridge, ensure that our enrolled population has access to the support and services that they need in a way that is logical, reduces fragmentation, reduces duplication, and coherently provides them with the chances at improved health. (PHO Representative)
Another interviewee summed up the community nature of the PHO as follows:
It's good to have something embedded in the community … DHBs are such a juggernaut (Community Representative)
These interviewees use metaphors reflecting the community orientation of the PHO -"community-driven", "coherent coordinator" and "embedded in the community". These community metaphors accord with the stance of the Primary Health Care Strategy (Minister of Health, 2001, p.20) that PHOs are to "take a community development approach to find appropriate solutions for disadvantaged groups". PHO 3 demonstrates its adoption of this approach by developing its programmes through community consultation. This was described by an interviewee as follows: The PHO's image of being "community-driven" appeared to reflect its internal face or culture. Further, the community-based metaphors ascribed to PHO 1 and PHO 3 are suggestive of the post-NPM principles of networking that underpin the Primary Health Care Strategy (Bhatta, 2003; Minister of Health, 2001 ).
The contrasting metaphors or images associated with the IPA-owned and communityorientated PHOs are presented in Figure 3 . 
Negative images and accountability
A clear link has been theorised between accountability feedback and identity change in respect of individuals (Goffman, 1959; Roberts, 1991) . Dutton and Dukerich (1991) extend this to note that evaluation and feedback on performance changes organisational images and identities. The positive and negative metaphors presented in Figure 3 reflect the differing characteristics of the PHOs concerned. They also elicit different responses from the relevant funding DHBs in terms of the extent and content of data they demand from the PHOs in their search for full and open accountability. These demands appeared to be unrelated to the size or responsibilities of the PHO.
One response of the DHB as funder to negative metaphors was to require increased information. In respect of PHO 2, the DHB had been overtly involved in data-gathering and checking the decisions of PHO 2, so that a compromise was reached. The DHB staff member responsible for the DHB-PHO contract noted:
The PHO contract vi only requires 6 monthly reporting, but we had an arrangement whereby they provided it quarterly because they were accusing us of micro-management. We said, "Fine, we ' The trade-off was for the PHO to provide even more frequent reporting than was required, or to make visible the performance of parts of its business that other PHOs did not. Bearing in mind the predator-like metaphors ascribed to PHO 2 both individually and as a type, vii which reflected the internal focus of this PHO, it is unsurprising that the DHB required greater reporting. The DHB did not support the PHO image built on the IPA (the brand). The DHB required the PHO to network with other providers, which was slow to occur because the PHO sought to grow the IPA's brand, rather than that of others. In order to effect change, the DHB interviewee noted that the DHB had increased the number of formal meetings between the Chairmen of the DHB and the PHO, between the DHB Management and the PHO Board, and between the DHB Management, the PHO management and the IPA management. The DHB interviewee observed that it was important for the DHB to increase its communication with the PHO's IPA owner as there was a lack of transparency about which organisation (the IPA or the PHO) was responsible for GP performance.
As noted above, an interviewee referred to GPs in IPA-owned PHOs as "needing to be challenged to play nicely with others". Reflecting such concerns, the DHB contracting with PHO 2 sought to determine whether the PHO was assessing its community's demands appropriately. It also encroached into the domain of PHO 2 by trying to develop further its own relationship with community in respect of primary health care. This led to considerable strife in the DHB-PHO relationship, escalating the number of meetings between the DHB's and PHO's management and governors, resulting in further DHB directives. The consequence of the inward focus of PHO2 and the resulting negative images which resulted was suspicion and increased demands for performance reporting. These demands did not focus on clinical issues but were designed to make the PHO reduce its brand/image marketing and, through expanded reporting, to increase its transparency.
The role of the IPA in PHO 4 (especially before it moved to include community ownership) was also a problem for its DHB. The DHB interviewee noted: A senior PHO member observed that the DHB had not supported the establishment of an IPA-owned PHO and had sought to withhold funding for patients in the area.
The DHB interviewee recounted past issues where they felt that the IPA employee had not been communicating their concerns to the PHO sufficiently, or appropriately. The requirement to have weekly meetings with the DHB and the taking of formal minutes at those meetings was deemed unusual. The DHB interviewee explained: Apparently, if the new identity did not emerge, the DHB was prepared to dispense with the PHO.
When asked if the introduction of greater community 'ownership' into the PHO and a change of employer for the PHO manager would make a difference, the DHB interviewee responded:
I think it shows that they are growing … They do need to understand that we do need to have that transparency around the spending of the dollar … to see what evidence they have that they are spending the money appropriately and how they are benefiting the community … I think the changes will be good, we 'll just have to wait and see. (DHB Representative) Attitudinal change reflecting negative images appeared to be slow to occur, however a DHB staff member noted that they could not cancel the PHO contract because:
You're obliged to be a mentor and be supportive because it's a health environment … because if thousands of people didn't have health care suddenly, it would be a big disaster, and a political disaster. (DHB Representative)
Accordingly, it could be suggested that the threat to cause a PHO to 'wither and die' is empty, but made to effect change in the provider's performance and its identity which reflected the reporting of that performance.
Positive images and accountability
The DHBs' demands for PHO accountability reporting by the PHOs that were described as "community-driven", "coherent coordinator", "embedded in the community" and being involved in "community development" was entirely different in nature to those to which negative metaphors were attributed. Their demands appeared to be less process driven and there appeared to be more openness between the parties. For example, in addition to its regular 6-monthly reporting, PHO 1 provided its DHB with a copy of its annual report before it was printed so that the DHB could provide feedback on its content. According to interviewees from PHO 1 -who identified it as a "coherent coordinator" -the PHO believed its transparency generated a good relationship with the DHB. As an illustration of this 'good relationship', an interviewee explained that, although the PHO's reports to the DHB are sometimes late:
The These PHOs developed images that were congruent with the community focus from the post-NPM reforms brought by the Primary Health Care Strategy (Minister of Health, 2001 ).
Discussion and Conclusion
The objective of this paper was to evaluate how a government purchaser's accountability demands on providers following post-NPM healthcare reforms reflect and re-form organisational image. In order to do that, this paper has analysed the primary health care contracting relationships following post-NPM reforms in New Zealand. An ethnographic methodology was used in four case studies.
Specifically, this paper highlights the metaphors used in describing the providers' organisational identity. It was found that these metaphors could be categorised as being either positive or negative. Walters and Young (2008) argue that such metaphors perform significant roles in our business discourses as they express viewpoints about organisations. The schema from Hatch and Schulz (2002) is useful to observe how these metaphors, or the image of the organisations, both leaves impressions on others and also feeds back to the organisational identity to mirror the images others hold.
The metaphors in these cases were linked to the notion of fields of visibility which Starthern (2000) uses to express how organisations can report on specific performance as a reflection of their identity (i.e. their image), without revealing their internal face entirely (their culture). By drawing on Roberts (1991) and Schweiker (1993) these case studies have shown that the projected images of these organisations affect the accountability demanded of the PHOs. The image has an affect on the DHB purchaser and, in the case of negative metaphors the DHBs attempt to reconfigure the external face of the PHOs. Specifically, this research found that PHOs with a majority IPA ownership generated negative images that were reflected in the value-laden predatory or derogatory metaphors used to describe them. The findings of Hatch and Schulz (2002) suggest that this is a natural outcome of the expression of the PHO's identity.
In line with the extension of Hatch and Schulz (2002) , the DHB funders' reaction to these PHOs' identities was to use sensebreaking to require the PHOs concerned to be more transparent. This included demands by the DHBs for more reporting than was required by contract and more frequent meetings that were formalised by minutes and action points. Further, this resulted in the PHOs accusing DHBs of 'micro-managing' them, and of DHBs threatening to cut off PHOs' funding until they conformed with the preferred image.
The DHBs were concerned that the PHOs with negative images (i.e. PHO 2 and PHO 4) did not focus on their communities -the preferred field of visibility expounded by the Primary Health Care Strategy. The interviewees from PHO 2 and PHO 4 seemed unable (or unwilling) to comprehend the images their PHOs generated. When pressed on specific communication strategies, such as why the PHO's AGMs were not open to the public, or whether they would consider greater community involvement on the PHO's Board, interviewees from these IPA-owned PHOs noted that their PHO operated within its DHB-PHO contract. Thus, these interviewees signalled a reluctance to change.
In contrast, the PHOs with a majority community ownership (i.e. PHO 1 and PHO 3) generated positive images based around their focus on their community -images which accord with the Primary Health Care Strategy and governance reforms (Pallot, 2003) .
Representatives from these PHOs noted that their respective DHB funders were 'relaxed', and had attempted to make 'the reporting load a little bit easier'. Interviewees from these PHOs signalled that their PHO took its images seriously -wanting to be recognised as reliable, credible and innovative. Greater openness and trust was evident in the relationships of these PHOs with their DHBs, leading towards the networked partnerships that are indicative of a post-NPM environment (Bhatta, 2003) . Schweiker (1993) suggests that the iterative process of accountability requires organisations to be accountable not only for performance and reporting, but also for its accountability relationships and the anticipated responses to its accounts. Accordingly, it could be suggested that the way for PHOs to develop a 'balanced' partnership with their DHB funder is to move away from IPA ownership towards community ownerships to reflect the DHBs' accountability responses. PHO 4 attempted this devolution; however, the reaction of the relevant DHB was cautious -it sought to 'wait and see' before reducing its close oversight of this PHO's activities. The DHB had firm ideas of its ideal PHO and its readiness to use sensebreaking (or strong-arm) tactics showed a forcefulness that is not in line with post-NPM networks and relationships.
The development of networks and partnerships in a post-NPM ethos appears to provide a window where relationships focused on similar goals (in this example, improved community health) can take place. A post-NPM ethos provides a counter to the hierarchical demands of accountability in the contractual managerialist paradigm. However, while all of the PHOs in this research met clinical performance guidelines, for those with visibly ugly characteristics (described by negative metaphors) the reforms did not break down in prior hierarchical accountability demands as the post-NPM reforms would suggest. Indeed, these organisations experienced increased accountability demands and the government funder used sensebreaking to force the PHO to change its image. Alternatively, for the PHOs generating positive metaphors, these post-NPM reforms led to sensegiving and sensemaking opportunities, and the 'accountability load' was a little lighter, more open and collaborative.
Thus it appears that although the softening of managerialism's face could lead purchasers away from previous hierarchical demands of accountability, the post-NPM reforms in these case studies have not lived up to this aim. Instead, signs are that this paradigm has developed a new homogenisation placing the responsibility firmly on the provider (as accountor) to be responsible for its image and the reaction of external stakeholders to that image.
Bhatta (2003) and Pallot (2003) welcomed reforms that would soften accountability and provide space for democracy. The lesson from these case studies is that 'softening' can occur only when providers project an external face reflecting positive images to their government purchasers. Negative organisational metaphors are likely to cause the purchaser to exercise sensebreaking. This results in the purchaser tightening the demands for accountability and ignoring the opportunity for democracy. Ultimately the funded organisation is responsible for its visible image, the relationships it generates and the accountability it engenders.
i Bhatta (2003, p.10) describes it as "that gooey stuff known as values/ethos".
ii
Here we use the dictionary definition of metaphor: a figure of speech in which a name or descriptive term is transferred to an object to which it is not properly applicable.
iii For example, Armenic and Craig(2000) , Craig and Armenic (2004) and McGoun et al. (2007a McGoun et al. ( , 2007b provide examples of discussions of accounting as metaphor. This article instead considers metaphors for organisations.
iv Chambers Dictionary describes "in drag" as the wearing of transvestite clothing.
v
The 'others' include community representatives, NGOs that deliver health services, and other providers that contribute within the primary health care system.
vi
As noted, the PHO contract is a standard contract (Ministry of Health, n.d.).
vii Specifically "the shark" and "IPA in drag".
